(1) The limitations of eponyms. They usually tell nothing about the disease and when trouble is taken to look up the original description, it is often found that the condition was first described by someone else many years before the person after whom it is named. For example, 'Meniere's disease' tells one nothing about the condition, and at the most merely suggests that there was a time when the French were perhaps in the lead in neuropsychiatry. 'Aural vertigo' gives the two salient features.
(2) Our teachers and our textbooks give us the impression that making a diagnosis is purely an intellectual step by step detective process. In fact, it is often based on nothing more erudite than the ability to recognize an elephant because one has seen one before. It is essentially a matter of pattern recognition and matching the observed with a memory-stored template.
(3) Good and informal communi9ation within, and ifpossible between, departments is important. (4) Even in a hospital, or perhaps one should say, especially in a hospital, an obscure condition may have an environmental cause.
The young surgeon who was the victim of this condition was carrying out some research on the survival of patients having a poor postoperative risk. There was a statistical element in his work and he wisely came to the department of medical statistics for advice. The assistant in statistics, hearing that the young surgeon had had several attacks of illness, suggested that he should mention this over tea to one of the physicians. The physician thought that the symptoms might have resulted from breathing in a protein dust. In the attacks his breathing became difficult and painful with cough, fever, and sweating and he felt he was hypoxic. He lost weight over this period. These attacks came on after, and only after, working in an experimental cubicle.
The cubicle in which he had been working was therefore visited. It contained not only the usual hospital furniture, but in addition an electric fan, and a humidifier to saturate the atmosphere-with water, thereby preventing the patient losing heat through sweat.
It was suspected that the humidifier might have been producing a protein dust and therefore a physical dust count was carried out before and after it was switched on. The count before it was running was 23 particles per ml, but when it was running the count was approximately ten times this. The next move in the game was to expose some blood agar petri dishes. One or two colonies of mould only were grown when the humidifier was not running, but 60 colonies ofStaphylococcus citreus were grown when it was. The structure ofthe humidifier was next studied. In its base was a small reservoir containing a ball-cock rather like a miniature toilet cistern.
Around the water mark was a green line which also grew the staphylococcus on culture. The use of the humidifier was therefore discontinued and the surgical research fellow has suffered no further attacks.
The water in the humidifier acts as a culture medium, particularly if the reservoir is never cleaned out and if it is mounted high up in an inaccessible position in a warm bacteria-laden atmosphere as in a hospital. Adding a bacteriocide is not safe, but a better practice is to connect the humidifier straight to the water main. This type ofalveolitis is now being reported more and more commonly from the use of humidifiers and more recently also from ducted air heating systems.
Acknowledgments are due to Mr D E F Tweedle FRcsEd for allowing the eponymous use of his name. At this turning point in the organization of the National Health Service it may be of some value to present the experience of a five-year pilot trial of-a clinic devoted to the problems of industrial dermatitis in the setting of a district general hospital. Whereas in large and heavily populated industrial centres the staff, space and time may be sufficient to provide special facilities for the examination and treatment of patients with industrial dermatitis, this is not normally the case in district hospitals. In the Oxford Region 0.8-1.4% of the population are seen as new dermatological outpatients annually. In the High Wycombe and Amersham area some 3000 new patients were seen last year in a population of about 235 000. One-sixth of these have some form of eczema, which affects the hands predominently in a third of the cases; 17 % of these are likely to have an occupational cause (Wilkinson 1972) . In the European study of 4000 cases of eczema, carried out by the International Contact Dermatitis Research Group, the figure was similar (Malten et al. 1971) . There is thus a considerable group of patients in whom occupational factors are the cause of a disease that is frequently chronic and often disabling. Newhouse (1972) has calculated the days lost and spells of incapacity due to industrial dermatitis in proportion to all other industrial diseases: in 1962-3, 340000 days against 260 000; in 1968-9, 470 000 against 190 000. In 1970-1 the figures are 460 000 against 140000.
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The difficulty of arriving at an accurate diagnosis and assessment of occupational dermatitis is well known. Patients find it difficult to understand the concept of allergy and are often unable to describe working processes clearly; general practitioners, quite naturally, are apt to consider eczema in a manual worker as occupational unless proved otherwise. But once the word 'dermatitis' has appeared on the medical certificate it becomes a password to industrial benefit and litigation, and anxiety or resentment complicates a condition which may already be multifactorial. The difficulties inherent in attempting to reach an accurate, or at least a fair, judgment in the limitations imposed by ordinary clinic conditions are obvious.
These considerations led to the setting up of this pilot scheme. The area concerned has a population of some 150 000, of whom 62000 are engaged in industry or commerce in or around High Wycombe. There is a tradition of local hospital referral and a close relationship between general practitioners and hospital staff. The industries, traditionally those of furniture and paper, are not overweighted with heavy engineering. A contact diagnostic service and reference library were already established. The then Appointed Factory Doctor, a general practitioner, was on close and easy terms with most of the factory personnel in the area and an enlightened Hospital Management Committee supported financially the only extra cost to the NHSthat ofhis attachment as a clinical assistant.
Our intention was to provide a milieu in which occupational problems could be discussed in greater depth than was possible in general dermatological clinics and to which suitable cases could be referred without delay. Any point of difficulty or requests for samples or information could be dealt with by direct telephone contact with works' managers. The more relaxed conditions would make it easier to explain to the patient the nature of his rash, particularly when this was not considered to be industrial. Finally, we would be able to record and file, separately from the hospital folders, information relevant to different industries that could be retrieved and analysed without calling on the Records staff. In this way we should quickly be able to detect new patterns of disease, industrial allergens and manufacturing processes.
The fortnightly clinicall we could afford in time and spacewas held on the fourth day of patch test reading, thus reducing attendance time. All general practitioners were notified and have increasingly referred patients direct to the clinic, for which there was no waiting list. Our clinical
